ABSTRACT An 86 year old woman with a Barrett's oesophagus, a benign oesophageal stricture, and a benign ulcer developed an oesophagoatrial fistula. As in previously reported cases, she died after a massive haematemesis.
The presence of a fistulous communication between the oesophagus and the cardiac chambers is uncommon, particularly in the absence of previous surgery or malignant disease. Only five cases have been reported; a further case is described below.
Case report
An 86 year old woman, known to have a Barrett's oesophagus with a benign oesophageal stricture above a hiatus hernia, was admitted to hospital after haematemesis. Dilatation of the stricture had been undertaken on four occasions over the preceding 15 months. Medication included cimetidine, digoxin, frusemide, and amiloride but not oral potassium supplements. On admission she was clinically anaemic and in atrial fibrillation at a rate of 80 beats/min.
Her blood pressure was 170/65 mm/Hg and there was evidence of mild congestive cardiac failure. Abdominal examination showed some epigastric tenderness and rectal examination revealed melaena stool. The results of investigations were: haemoglobin 8-6 g/dl, white blood cells 13-8 x 109/l, platelets 400 x I09/1, urea 9 3 mmol/l. At endoscopy the presence ofa Barrett's oesophagus was confirmed and the squamocolumnar junction was noted to be 23 cm from the incisor teeth. Four cm below the squamocolumnar junction was a macroscopically benign oesophageal ulcer with fresh clot at its centre. The ulcer was not bleeding. The gastroscope passed easily through the site of previous stricture formation and the remainder of the examination showed nothing abnormal.
After transfusion her condition remained stable for 24 hours. She than had a further massive haematemesis followed by cardiac arrest. Resuscitation was unsuccessful.
At necropsy the findings were those of an ulcer arising on the anterior wall of a Barrett's oesophagus 
Zeiderman, O'Grady
The presence of an oesophagoatrial fistula in a 77 year old man with a four week history ofepigastric pain was described by Cunnane.'2 A benign oesophageal ulcer was seen at endoscopy and a barium swallow showed no evidence of fistula. His epigastric pain continued despite medical treatment and three months after admission he died suddenly from a massive gastrointestinal haemorrhage.
In common with the five cases described above our patient had suffered with longstanding oesophagitis. Mott and Austin'"have suggested that a chronic inflammatory reaction is necessary to allow the ulcer tract sufficient time to penetrate through the wall of the oesophagus and atrium, with obliteration of the pericardium. Also in common with the other patients, our patient had a relatively mild initial haematemesis, which occurred 36 hours before massive haemorrage and death. The initial haemorrhage may be small because the pressures within the left atrium and oesophagus are similar. Further bleeding will occur as left heart failure develops and left atrial pressure rises. All patients with oesophagoatrial fistula have died. Penetration of oesophageal ulcers into surrounding structures is not uncommon. Unfortunately such patients are frequently of advanced age and the diagnosis is considered in only a few, with uniformly poor results.
We wish to thank Mr K Rogers for allowing us to report the case. 
